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" ••• this administration expects to give a special anphasis 
to the protection of the rights and dignity of every client. 
It is my firm p::>sition that violation of rights, incluiing abuse, 
is not acceptable, and that any inadvertent violations which 
occur must be immediately corrected." 

Carmissioner Leonard W. Levine 
Memo to facility Olief Executive Officers 
March 11, 1983 

It is the JX)licy of the lli~rtm~nt of Publ,ic Welfare that its 
institutions provide effective, hunane care and that they are 
used for those persons whose clinical needs can be most 
appropriately met in public facilities. The right of vulnerable 
persons to be free fran abuse and neglect within the state 
institution and carmunity service systems is absolute. They 
are entitled to decent IXJ.YSical facilities, the caring - even 
loving - attention of sensitive, well-trained staff, and 
effective programs designed to enhance their ability to live 
in the least restrictive, most normal environment. This is a 
statement of both intent and carmitment, which exanplifies this 
administration's policy on the rights and dignity of every 
person it serves. Because this Plan was developed in a very 
short time frame, it may be mcxiified as additional issues and 
infonnation becane available. This ~lity Assurance Plan is 
applicable to all state facilities, but will be mcxiified in 
certain instances to address the special requiranents of the 
two state nursing banes. Its applicability to carrmmi ty service 
systems will be implemented at every opportunity through DIW 
rules and guidelines. 

Leonard W. Levine, Canmissioner 
Lepartment of Public Welfare 
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Executive Summary 
The pur_IX)se of this Quality Assurance Plan is to identify the r.epartment of 
Public Welfare's approach for assuring that high quality treatment and 
habilitation programs are provided at state facilities in an abuse-free 
atmospiere while serving a more seriously disordered and vulnerable client 
population. The protection of clients' rights and the prevention of abuse 
and neglect constitute two elements in a total quality assurance program 
which relates effective treatment/habilitation program developnent, 
qualified and optimally-trained employees, effective supervision and admin
istration, and coordinated and effective monitoring and accountability for 
all aspects of the program. This docunent presents a plan for action which 
will be mcx:lified and built upon based on experience and results. 
Responsibility and resource requirements for each step of the plan have been 
identified. 

PRCXIB.AM DEVELOHv1ENT 

1. The mental health program divisions will conduct canprehensive program 
reviews at each facility at least biennially, using both central office 
staff and, if resources permit, outside experts. 

2. The state institutions and program divisions will canplete a multi-phase 
review and organizational adjustment which will include: 

a. ~signating a facility Quality Assurance Officer. 

b. Updating care standards for each disability program 
(admission, discharge, and length of stay criteria; eval
uation, treatment, and staffing standards; outcane 
measures). 

c. Organizati9nal realignment to support new program st andards. 

d. Training to achieve new standards, and in new treatment 
technologies. 
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e. D3velopnent of specific quality assurance measures (priorities 
for quality assurance audits ; data fran clients, staff, and 
outside persons). 

3 . Program experts in each disability will consult regularly with staff at 
each facility; experts working with the Mental Health Bureau will meet 
with facility management staff to explor e new or improved treatment 
methods. 

4 . Facility program directors will meet regularly for . the purpose of 
improving and updating programs; facility s taff members will have 
access to current professional lit erature and seminars relating to 
quality assurance. 

5. Student placement training programs with professional training institu
tions will be expanded whenever possible . 

6 . Ongoing institution efforts to involve all levels of employees in the 
definition and solution of problans and the improvement of facility 
function will be evaluated (including the Olk Terrace Quality Circle 
project and Crunbridge task forces process) . If found I,DSitive, similar 
projects will be established at all facili t i es . 

7. Effectiveness of program developnent and management of Quality 
Assurance Plans by Chief Executi ve Officers and their management staffs 
will be one perfonnance indicator in annual effectiveness evaluations. 

PERSONNEL MANAGEMENT 

1. The DPW R3r sonnel Di.rector , i n consultation with other appropriate per
sons , will implement the newly-developed Human Services Classification 
Study which r edefines existi ng classifications or establishes new ones 
for par apr ofessional direct care staff in accordance with the skills 
needed for t hat work . Appropriate examinations will be developed for 
those classifications . 

2. The DFW R3rsonnel Director, in consultation wi t h other appropriate per
sons, wi ll examine the feasibility of an applicant screening process to 
identify persons whose employment history or per sonal char acteristi cs 
make them unsuitable for p:ttient / resident care positions . 

3. A revi ew of the adequacy of supervision of direct care staff will be 
canpleted (nunbers; skills; training; supervisory practices; federal, 
state, and judicial standards) and recarrnendations made for impr ove
ments. 

4. There will be continuing review of present t raining pr actices . 
Activities and items for which recannendations for improvanents will be 
sought include: 

a . An updated and/ or revised training plan for all state hospi tal 
employees, with priority for direct care and supervisory empl oyees 
( subjects including t r eatment planning, intervention and contain-
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ment methods, abuse and neglect policies and procedures, clients' 
rights, nonnalized living conditions, carmunications and hunan 
relations skills, stress managanent, policies and procedures in 
effect to protect clients, case rnanaganent and supervision, hunan 
sexuality, supervision and managerial training). 

b. A status report on impact and cost of existing pre-service 
training programs (training before working with clients) for 
paraprofessional direct care personnel. 

c. A plan for providing system-wide, a mandatory core of training as 
pre-service training, if appropriate, and/or as on-the-job 
in-service training. 

d. Identification of additional mandatory training which will include 
training about the individual treatment plan, abuse and neglect, 
clients' rights, specific protective procedures, and therapeutic 
intervention methods. A schedule of retraining will be 
established for mandatory subjects. 

e. ~velopnent of a training program for all institution advocates. 

f. A plan for ongoing review, evaluation, and update of training 
materials. 

g. Procedures to monitor canplianc.e with the training program and for 
assessing the quality of training. l 

I 

h. Evaluation and recamiendations of available therapeutic interven
tion and aggression management curricula, considering effective
ness and cost. 

5. A standardized protocol will be prepared to meet legal and collective 
bargaining agreement requirements for conducting investigations of 
abuse and neglect, including: 

a. Protection of the rights of clients and anployees during an 
investigation. 

b. Preparation of guidelines for consistent disciplinary actions in 
cases of substantiated abuse or neglect. 

c. Identification of legal and data privacy issues related to 
investigation of abuse or neglect. 

d. ~velopnent and initiation of training courses for anployees 
responsible for investigations . 

WELSCH V. LEVINE CONSENT DECREE MONIT<RING 

1. ~ntal Retardation Division will develop a canpliance plan to strengthen 
the internal capacity of the ~ntal Health Bureau to monitor implemen
tation of the Welsch v. Levine Consent ~cree. This decree established 
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standards for rehabilitation, staffing, and environment in state facil
ities serving mentally retarded _p2rsons. 

CLIENT PROfECTION/ADVOCACY 

1. The Coomissioner will continue to affinn his canrnitment t o a high 
departmental priority for clients' rights and prevention of abuse and 
neglect. 

2. Requirements of the Vulnerable Adults Act will be the foundation on 
which a coordinated system for reJX)rting and investigating abuse and 
neglect will be constructed. It will clarify definitions, reduce 
duplication, sp:3cify responsibilities, establish avenues of cannuni
cation, provide for analysis of findings and recamiendations for 
appropriate action, and identify barriers or problems which must be 
dealt with. 

3. There will be a standby investigation team incorporating central office 
personnel and/ or outside experts. It will be used for unusual instan
ces where a sp:3cial investigation of abuse/ neglect is deemed necessary 
by the DPW Canmissioner or the Assistant Carmissioner in charge of the 
Mental Health Bureau. 

4. A system will be develo:p3d for reJX)rting, analyzing, and developing · 
corrective action plans for incidents where clients allegedly abuse 
other clients or cause physical harm to employees. 

5. The M3ntal Heal th Bureau will take over supervision of hospital advo
cates. Their job descriptions will be revised, if necessary, to empha
size a strong proactive role in protecting clients' rights and 
preventing abuse. CED; will continue providing structural sup_IX>rt and 
problem solving skills to assist the supervision of an effective advo
cacy program. 

6. The M3dical Policy Cbnmittee and the hospital review boards will take 
more active roles in the prevention of abuse and neglect. 

7. Guidelines governing use of aversive/ deprivation procedures will be 
develo:p3d for the protection of clients who are mentally ill or 
chemically dependent, and interim procedures for monitoring 
aversive/ deprivation procedures will be reviewed for canpliance 
with present JX)licies and standards. A task force has prepared a draft 
of a rule to govern the use of aversive/ deprivation procedures with 
mentally retarded clients. This draft includes s:p3cific monitoring and 
follow-up requirements with special attention to prevention of abuse 
and misuse of the procedures. 

8. Program review teams will consider in their reviews the effectiveness of 
facility efforts on behalf of clients' rights; the effectiveness of 
facility abuse prevention, reporting, and corrective action; and iden
tification of conditions (environmental, procedural, attitu::iinal) which 
may lead to abuse or other violations of rights. 
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FINANCIAL MANAGEMENT 

1. Fiscal audits are underway by the Legislative Auditor for the three 
facilities for which audits have not yet been canpleted. Resulting 
recamiendations will be incorporated into the plan. 

2. A biennial fiscal audit of each facil i ty will be requested. 

QUALITY ASSURANCE AND IB.OORAM MANAGEMENT 

1. A simple checklist will be developed for ~rsons having contact with 
clients, such as family, visitors, volunteers , and county workers. 
On this checklist they will record their observations about the pres
ence of a treatment plan, its implementation, the client's progress, 
adequacy of Jilysical care, employees' attitudes and knowledge about the 
client, living conditions and atmosphere in the ward, and indications 
of abuse or neglect. 'Ille checklist will be designed to help pin!X)int 
strong and weak elements of the service delivery system, and will be 
incorporated into the deparunent quality assurance monitoring system. 

2. Fach facility will establish an Incident Contr ol Committee (or assign 
its functions to an existing canmittee) which will collect and analyze 
reports of accidents, abuse, neglect, and suicide attempts in order to 
identify situations posing a hazard to clients . '!he ccmnittee will 
make recannendations to correct t hose situations , and will provide 
quarterly re!X)rts to the Q:xrmi ssioner. It will consider incidents of 
abuse of residents by staff , of staff by residents, and of residents by 
residents. 

3. All facilities will be required to meet applicable national and state 
standards for residential mental illness, mental retardation, and chem
ical dependency programs. 

4. The ~ntal Health Bureau will establish the position of Quality 
Assurance Director to monitor the facility quality assurance program 
and to provide technical assist ance . 

5. A DPW task force will develop a !X)Sit ion pt~r on mental health re
search which will describe research and progr am evaluation activitie s 
currently in progress and recannend additional steps and future 
activities in research and program evaluation. 

6. 'Ille ~ntal Health Bureau will review and update the Institutions Manual 
(a manual of procedures and guidelines for st ate facilities) in all 
areas related to quality assurance and program managanent. 
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QUALITY 
ASSURANCE 
PLAN 

for State Facilities 



Introduction 

This plan was prepared at the request of Iepartment of Public Welfare 
Comnissioner Leonard W. Levine, under the direction of Margaret Sandberg, 
Assistant O:xnnissioner in charge of the the Mental Health Bureau. Its pur
pose is to identify the Iepartmen t' s managanen t plan for assuring that high 
quality treatment and habilitation programs are provided at state facilities 
in an abuse- free atmosphere. 

The plan contains six interdei:endent canponents: Program Ievelopnent, 
Personnel Management, Welsch v. Levine C.onsent Iecree M:mitoring, Client 
Protection and Advocacy, Financial Management, and Quality Assurance 
Monitoring. The goal of the Iepl.rtment of Public Welfare is to ensure that 
the st ate institutions are mcxlels of excellence in all these areas. 

It is important to articulate the assunptions upon which this plan is based: 

Residents of state and cannunity-based facilities have an absolute 
right to be free of abuse and neglect. 

Residents of state and cannunity- based facilities have a right to 
active, high quality treatment and habilitation programs . 

State facilities must be models of programning excellence. 

C.ost- effectiveness is an essential conponent of planning and 
implementing the range of programs and services available in state 
facilities . 

Managanent and labor have a joint carmitment to create and main
tain an abuse-free atmosphere in state and ccmnunity-based facili
ties . 

All programs, whether in an institution or in the carmunity, 
s hould be pr ovided in the least restrictive, most appropriate and 
most nonnal environment . 
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There must be a high priority in resource allocation for program 
developnent, protection of rights, and prevention of abuse and 
neglect. 

This plan is prepared in the context of a gradually changing institutional 
population. The i:a,st decade's emphasis on deinstitutionalization and the 
developnent of cannunity resources have reduced the nunbers of those clients 
who are most likely to respond quickly and favorably to treaunent, who 
require less supervision, and who can most consistently participite in their 
own care and treaunent . ~re stringent carmiunent laws and court decisions 
diverting clients to less restrictive alternatives have resulted in cannit
ment of clients having more seriously debilitating disorders. 

Consequently, institutional populations have continuously included higher 
proportions of rersons presenting serious treatment and management problems-
more with major mental disorders, multiple handicaps, aggressive behavioral 
problems, and inability to care for themselves, their environment, and 
others. These trends are likely to continue and perhaps even accelerate . 
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Findings 

I - Abuse and Deaths in State Facilities 

ABUSE 

Abuse/neglect unfortunately occurs in all settings. It occurs in private 
homes as well as in care-giving facilities, regardless of size, population, 
public or private operation. Direct canparisons are difficult because of 
variations in reporting requiranents and reporting canpliance. Facility 
reports, especially those from state facilities, are generally accurate and 
complete, while incidents within the carmunity tend to be lillder-reported. 
The available data indicates that throughout Minnesota there were 4,388 
substantiated cases of child or adult maltreatment reported in 1982. In 
state facilities there were 42 incidents of substantiated abuse to clients 
by staff in that same period. It does not excuse the problan, but statisti
cally less abuse occurs in state facilities when population figures are con
sidered. 

Reports of abuse/neglect are made primarily through the Vulnerable Adults or 
Child Abuse reporting systems, through the Health Facilities G::xnplaints 
Office, and for state facilities, also in accordance with their internal 
abuse reporting system. A few reports are made through other channels. To 
better understand the extent and nature of substantiated staff to client 
abuse in the eight state hospitals and the two state nursing homes, infor
mation from these sources was canpiled from January 1, 1978 through February 
15, 1983. It \\Ould be desirable to include canp:trable infonnation about 
neglect, accidents, and injuries, but such data is not readily available. 
It would require a special study of a nunber of local data sources, 
including client records. This Plan does provide for such infonnation as 
part of the future reporting process. 

The average annual reported incidence of substantiated staff to client abuse 
during the 5.2 years was 35.8 for the ten institutions, or an average of 3.6 
per institution per year. The frequency during those years remained .fairly 
constant, with perhaps a slight rise in the pl.St two years, which may 
reflect an increase in rep:>rting under the Vulnerable Adults Act. (These 
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nunbers have been adjusted to account for change in the nunber of institu
tions with the 1982 closing of Rochester · State Hospital.) 

Mos t incidents (63 percent) were reported in facilities dealing primar i l y or 
exclusively with the mentally retarded. It is difficult at this time to 
interpret differences between individual hospitals in their ability to pre
vent abuse because of differences in nunbers of clients, severity and nature 
of the disorders, and differences in reporting criteria at different 
periods. Nevertheless, it appears that there may be a relationship between 
the nature and difficulty of the patient population and the amount of 
reported abuse . 

Most substantiated abuse of clients by staff (59 percent) was physical , 
ranging in severity from a light slap or pushing, to a broken jaw, with most 
falling somewhere in between, as with the use of excessive force in control
ling an assaultive pttient. 

Ver bal abuse, ranging from the use of profanity to the use of demeaning 
language, accounted for 18 percent of the incidents . Ten percent wer e can
bina tions of physical and verbal abuse. 

Four percent of the incidents were sexual in nature, ranging in severity 
fran the use of suggestive language to fondling or attempted intercourse . 
The remaining nine percent were miscellaneous incidents, such as discussing 
a client's private life, giving beer to a client at the employee' s hane, 
taking food from a client's tray, or miauthorized or improper use of time 
out, holding, or restraint. 

Since 1978, of the offending enployees, 31 percent either were disnissed, 
resigned, or retired as a result of the situation. Thirty- three percent 
received suspensions ranging fran one to 30 days . Twenty percent were 
reprimanded, 5 percent were transferred to non- pttient areas, and 4. 5 
percent received counseling. As a result of further investigation, griev
ances or arbitration, 4.5 percent were reinstated or no action was taken . 
In 1. 5 percent action is still pending. 

DEATHS 

Information regarding deaths is routinely collected and surmarized by the 
Residential Facilities Division of the ~ntal Health Bureau. 

The average nunber of deaths per year for all ten state facilities over t he 
past five fiscal years was 173; the eight hospitals averaged 13 per hospital 
per year, and the two nursing homes each averaged 34 per year . The general 
t r end over five years is not stable, though there appears to be a decreasing 
nunber of deaths, as \\Ould be expected because of the decline of the average 
d~ily population in state facilities . 

As \\Ould be predicted, a greater proportion of deaths occurred i n the 
nursing homes . Sixty- five percent of the deaths were to cli ent s 61 years 
old or older. 
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Facilities reported 29 suicides during the five-year period, or an average 
of 5.8 per year. Fourteen of these (about 2.8 per year) occurred on facil
ity grounds and 15 (about 3 per year) occurred while the client was away 
fran the facility (on home visit, pass, or unauthorized absence). 

II - Background - Existing Monitoring Processes and Structures 

A nunber of existing guides, statutes, standards, and mechanisns have 
varying degrees of relevance to quality assurance, programs, rights, adv<>
cacy, and prevention of abuse and neglect for clients of state facilities . 
These mechanisns are listed here for reference: 

1. The Vulnerable Adults Act (Minnesota Statute 626. 557, 1981, amended 
1983) established a reporting and investigating system for licensed 
facilities and for professionals and their delegates who serve defined 
vulnerable clients. It requires the reporting of suspected abuse or 
neglect to county welfare departments, which conduct investigations and 
must involve, as required by law, county attorneys, law enforcanent, 
state program or health licensing b<xiies, or state boards for licensing 
health professions. It also requires an individual aQuse prevention 
plan for each vulnerable client, and an abuse prevention plan for each 
facility or relevant area. fbsitions were allocated to the Social 
Services Bureau and licensing divisions for coordinating this process. 

2. The Minnesota Comni tment Act of 1982 as amended (Minnesota Statute 
253.B) includes a list of rights and procedures to which clients are 
entitled. In addition, MCA establishes a review boa.rd for each hospi
tal (and Veterans Administration hospitals requesting one). The mini
mun of three members must include at least one mental health expert and 
one attorney. These review boards interview any client requesting to 
be heard, and may involve themselves in any matter related to admission 
or retention of clients, or anything related to conditions of hospital
ization or rights. Further, MCA establishes the county welfare 
dep:trtment or its designated agency as the case manager for persons 
admitted under MCA and for those who are discharged from carmitment. 

3. The Patients Bill of Rights (Minnesota Statute 144.651 as amended) also 
establishes a list of rights of persons in residential health facili
ties, including state hospitals, and requires such facilities to post 
the list for µttients and their relatives. Violations constitute 
grounds for the issuance of correction orders by the Minnesota 
~partment of Health (Minn. Stat. 144.652, as amended). 

4. Mental Retardation Protection Act (Minnesota Statute 252.A) describes 
the res!X)nsibilities of the Corrmissioner toward mentally retarded per
sons for whom the Conmissioner is guardian. Matters related to this 
Act, including authorization for various treatment procedures, are 
administered by the ~ntal Retardation Division of the ~ntal Health 
Bureau. 
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5. State Hospital Abuse 1-0licies detailing procedures for preventing, 
reporting, and correcting actual or alleged abuse are required by the 
Residential Facilities Division for each state hospital and nursing 
home; the advent of the Vulnerable Adults Act has modified the individ
ual hospital procedures. 

6. The Health Facilities Complaints Office in the Minnesota Ieptrtment of 
Health receives and investigates canplaints about care of persons in 

· health care facilities, and may institute peaalties. Some of these 
canplaints may allege abuse or neglect. 

7. The Program Licensing Di vision of the SupJX)rt Services Bureau, using 
program licensing rules as its standard, reviews programs of licensed 
facilities. To maintain licenses, facilities must preptre a plan of 
action to correct deficiences noted in the program review. 

8. Each state hospital chief executive officer appoints at least one full
time Advocate; the two nursing homes each have ptrt-time advocates. 
Advocates serve as resource persons for hospital review boards, and act 
on behalf of clients in regard to canplaints, admission, discharge, and 
treatment/habilitation programs. They assist clients with appeals and 
other procedures and matters pertaining to the Minnesota Comnitment Act 
and clients' rights. They are responsible for infonning clients of 
their rights and assisting them in exercising those rights, including 
help with hospital grievance procedures or referring clients to legal 
or other agencies outside the hospital. Advocates also assist hospital 
carrni ttees in seeing that local procedures take clients' rights in to 
account. 

9. The Client Protection Office of the M3ntal Heal th Bureau serves as a 
patients' rights resource for hospital review boards, advocates, the 
Mental Health Bureau, and others. It reviews legislation, rules, and 
procedures for potential adverse impact on clients' rights. It receives 
canplaints or questions about specific cases of alleged or potential 
rights violations (from clients, relatives, Comnissioner, Governor, 
legislators, and other agencies) and sees that they are investigated 
and a response prepared. Where the system's response is ineffective or 
at lq?;gerheads, the cro resolves the situation when possible, but nor
mally refers it to appropriate persons for resolution. The cro has 
limited authority to intervene directly in progranmatic or administra
tive matters. 

10. M3ntal Health Bureau Institutions Manual material (Part XII-0000 
through XII-4120 , "Involuntary Administration of a Major Tranquilizer 
in State Hospitals", effective O::!tober 1981), establishes standards, 
conditions, and safeguards for the involuntary administration of major 
tranquilizers. While this mechanisn does not directly relate to abuse, 
most persons would agree that indiscriminate administration or 
arbitrary forcing of medications would constitute a fonn of abuse . 
These procedures establish criteria and standards and provide for an 
internal interdisciplinary review panel as well as further review by 
hospital review· boards. 
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11. Other hospital canmi ttees having as pi,rt of their function the protec
tion of clients' rights in specific ways are hospital Aversive/~priva
tion and Research Camlittees, sometimes canbined into a review group 
with broader functions and other titles. Both protect the rights and 
safety of clients according to specified standards. 'Ihe Aversive/1€pri
vation Comnittee reviews and approves all instances where aversive stiin
uli or the withholding of ordinarily entitled conditions or materials 
is pro!X)sed as i:art of a client's individual treatment plan. 'Ihe 
Research Comnittee not only -considers the relevance and scientific ade
quacy of research proposals, but also the adequacy of infonned consent, 
the minimization of risk to the client, and confidentiality of any per
sonal data to be used in the study or incor.{X)ra ted in to reported 
results. 

12. The Medical fulicy Directional Cbmnittee on ~ntal Health is 
established by statute and consists of seven members of the major 
health professions appointed by the Comnissioner. 'Ihe DPN ~dical 
Director serves as liaison to this carmittee. It is advisory in nature 
and is concerned with matters related to treatment, health, and 
research, and makes recannenda tions on actions, policies, or difficult 
cases referred to it. 

13. The Welsch v. Levine consent decree established a Court ~niter to 
investigate conditions or actions which may represent inconsistency 
with the consent decree. After investigation, the Court ~ni tor 
reports to the I:epartment and the appropriate Qiief Executive Officer 
about those matters which he finds to be in non-canpliance. 

14. ~aths and Accidents: 

a. Fach institution has established fonnal procedures for reviewing 
all deaths. 

If the death was due to suicide, accident, suspected illegal 
activity or was otherwise unexpected, the local coroner is 
notified and assunes responsibility for an outside investiga
tion. An autopsy can be ordered by the coroner whenever cir
cunstances warrant, with or without permission of the family. 
09pending upon the coroner's findings, the case may be closed 
or referred to other carmunity agencies for further investi
gation and action. 

All deaths are reviewed individually by the hospitals them
selves. Special efforts are made to obtain next-of-kin per
mission for autopsies if the medical diagnosis is not fully 
clear before death. 

In seven hospi ta.ls, post-mortem reviews are conducted by 
medical staff cannittees. '!heir recarmendations are either 
transmitted to the Chief Executive Officer for implementation 
or directly instituted by the me::iical staff organization. In 
one hospital, the quality assurance coordinator reviews deaths 
and reports findings to the M2dical Director and/or the CED 
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for review and action. In the t\\O nursing homes, deaths are 
reviewed by staff physicians and by a quality assurance can
mittee or a facility carmittee assigned for that pur!X)se. 

As with any other hospital facility reviewed by the Joint 
O::mnission on Accreditation of Hospitals, or the Accredita
tion Council for ~ntally Retarded and ~velopnentally 
Disabled, the state hospitals which are accredited must meet 
standards established by those bodies for review of deaths . 

b. Suicides. 'lbe ~partment requires a "psychol~ical autopsy" 
report on each suicide. 'Ibis report surmarizes the hospital's 
investigation of circunstances surrounding the death, including 
the deceased's prior mental status and any other relevant obser
vations which might help explain why and how the death occurred 
and what could have been done to intervene and prevent it. 
Typically these investigations and reviews involve most of the 
staff who had contact with the patient and the review serves as 
the basis for corrective action. A copy of the re!X)rt is sent to 
the DEW ~dical Di.rector for further investigation and action as 
indicated. 

c. Accidental deaths are reviewed as noted above. In addition, major 
incidents of this type are reported and investigated according to 
the hospital's fonnal incident reporting systems. All incidents, 
whether or not injuries occur, are handled through these procedures . 
In the event of an accidental death, the CED or administrative 
officer on duty is notified irrmediately in order to assure their 
direct involvement in the process. A written re!X)rt is prepared 
by the unit staff and checked by supervisory personnel. ~pending 
on the ptrticular hospital organization, the report then goes to 
the ~dical Di.rector, program director, CEO and/or other executive 
staff members for review and action. For an accidental death, the 
CEO personally reviews the incident and decides what futher steps 
need to be taken. 

d. Each hospital has a safety carrnittee which reviews accidents, 
investigates hazardous conditions, and identifies !X)tentially 
dangerous situations. 'Ibey routinely receive reports on injuries 
and accidental deaths. 'lbeir recarrnendations for correcting 
hazardous conditions are forwarded to the hospital administration 
for implementation. M.:>st institution safety carrnittees prepare 
sunmary reports of their work each year. 

e. 'lbe DIW ~dical Di.rector reviews re!X)rts on institution deaths and 
psychol~ical autopsy re!X)rts on suicides and accidental deaths, 
and initiates further investigations where indicated. The ~dical 
Policy Directional Conmittee schedules a detailed annual review of 
all institutional deaths. 
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15. 'lbe Minnesota ~:P:l,rtrnent of Heal th licenses various as~cts of DI::w 
facilities according to type of facility or program and applicable 
federal or state requirements. For example, facilities serving food 
must meet MIi-i standards, and residential facilities must meet sanitary, 
sptce, and similar physical standards, as well as requirements for 
medication systems. Facilities receiving Title XIX funding are cer
tified by MIH according to federal standards . 

16. The JCAH and ACMRDD review and accredit state institutions based on all 
as~cts of hospital ma.naganent, program developnent and quality assurance. 
These reviews are done every two to three years by teams of professi onal 
staff from each respective organization. All state institutions are 
required to seek either or both of these accraii ta tions, as applicable . 
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Table - Existing Monitoring Processes and Structures 

LOCAL LAW PROFESSIONAL MEDICAL 
DPW- DPW STATE DEPARTMENT ENFORCEMENT LICENSING LOCAL POLICY 
MHB {OTHER) llOSPITA!, _ Clfil . OFHEAJ,tH OFFICES COURTS BODIES CORONER ACMRDD JCAH COMMITTEE 

Vulnerable Adults Act X X X X X X X X 

Minnesota Commitment Act X X X X X X X 

Review Boards X X 

County Case Management X X X X X X 

Patients Bill of Rights X X X X X X 

Mental Retardation Protection Act X X X X X X 

Guardianship Statute X X X X X 

Facility Abuse Policies X X X X 

Health Facilities Com-
plaints Office X X X X X X X 

I ..... 
0 Dept. of Health Licensing X 

I 
X X X X 

Program Licensing Division X X X X 

Facility Advocates X X X X X 

Client Protection Office X X X X 

Involuntary Med. Manual Material X X 

Aversive/Deprivation Connnittee X X 

Research Committee X X X 

Medical Policy Directional 
Committee on Mental Health X X X 

Court Monitor X X X X X 

Reviews Regarding Deaths, X X X X X X X 

Suicides, X X X X X X X 

Accidental X X X X X X X 

Safety Committees X X X X X 



Program Development 

The primary purpose of state institutions is to provide programs which \\Ork 
and which answer the individual needs of clients. Effective programs 
increase clients ' self-sufficiency, emotional stability, self- respect, and 
general adjustment, and reduce those internal and external stresses which 
might otherwise generate emotional disturbance. Effective programs also 
provide a climate in which frustration for both clients and staff is 
reduced, disturbances are less likely, and the potential for abuse or 
neglect is minimized. 

Programs and internal structures to carry them out are designed by each 
institution in the context of the needs and services present in its can
munity and region and the requirements of the various policy and standard 
setting agencies. 

A. PROORAM REVIEW; CONSULTATION IN STATE 
OF THE ART PRCXiRAM DEVEIDIMENT; TRAIN ING 

ISSUES AND DISCUSSION 

Institutions such as state hospitals and nursing hanes exist to provide 
programs and services for their carmunities. These programs must be 
developed fran an assessnent of each client's needs and worked out fran 
an array of possible treatment methods. They must be developed when
ever possible with the collaboration and acceptance of the client and 
must stress the use of positive, constructive methods and the least 
restrictive and intrusive techniques possible in each case. 

To do this requires knowledge and skills in program developnent, new 
treatment techniques, evaluation and treatment standards, and regular 
r eviews to maintain standards and assure change and growth as new tech
nologies and techniques becane available. 

In the mental health field, both professional expertise and public 
expectations have risen rapidly in the ptst three decades . Hundreds of 
new techniques have been introduced to improve the effectiveness and 

-11-



hunaneness of therapeutic programs . The general public has also becane 
better educated about mental health treatment issues and expects con
tinuing improvanent in professi onal performance. 

In a nunber of areas the treatment expertise of state institution 
staffs exceeds that of other programs . Because their traditional role 
has been . to provi de care and treatment for some of the state's most 
difficult and r efractory cases, state institutions continue to be 
called upon to provi de consultation and technical assistance to other 
facilities which have some of the same types of problen cases. 

In view of this special role , and despite limited resources, it is 
incunbent upon the state system to continue to strive for excellence 
and to assune a leadership role in developing and utilizing advanced 
treatment technologies . 

ACTION PLAN 

The M3ntal Health Bureau program divisions will lead state hospital 
program developnent by significantly expanding program review and tech
nical assistance activities . They will: 

1. Conduct canprehensi ve program reviews (mental illness, mental 
retardation, chemical dependency, geriatric) at each institution 
periodically but not less than biennially, using central office 
staff, outside experts if resources permit, . and shared hospital 
staff if appropriate and feasible . These program reviews will 
include specified areas related to rights and prevention of abuse 
and neglect (pages 28- 29) . 

2. Continue regular meetings of the institution M3ntal Illness, 
Mental Retardation and Olemical ~pendency program directors. 

3. Identify program experts in each field and arrange consultant 
visits to the institutions . 

4. Assure that institution staffs have ready access to current pro
fessional literature and opportunities to attend seminars relating 
to quality assurance . 

5. Expand student placement training programs with colleges and pro-
fessional training institutions . 

6. Maintain compliance with current program rules and standards. 

In conjunction with the .Mental Health Bureau and the DPN .Medical 
Director, expert consultants will meet with the state institution Qiief 
Executive Officers, .Medical Directors, program directors and other 
relevant treatment staff to provide leadership in exploring and devel
oping new treatment programs . 

Prq?;ram developnent and maintenance, and management of quality assurance 
plans will be one performance indicator for annua~ly evaluating the 
work of CEOs and their management staffs . 
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B. IN-DEPTH ALMINISTRATIVE AND ORGANIZATIONAL 
REVIEW OF STANrn.RIS AND OUTCOJE 

ISSUES AND DISCUSSION 

It is beneficial for any organization to µ9ricxiically undertake in-depth 
reviews of its policies, standards and procedures. It is also desirable 
that there be some consistency between similar programs in the system. 
Some institutions have not done this type of review for several years. 

ACTION PLAN 

The state institutions, working with ~ntal Health Bureau program divi
sions, will canplete a multi-phase review and organizational readjust
ment. Successive Ji1ases will proceed to the fullest extent possible 
even if unavoidable delays should occur in canpleting a previous rhase. 

Phase I: ~signation of a facility Quality Assurance Officer to assure 
utilization of quality assurance findings. 

Phase II: Using program rules as a basis, developnent or revision of 
care standards for each disability program: 

Admission criteria. 
Client evaluation and treatment standards. 
Discharge criteria. 
Outcane measures and length of stay standards. 
Staffing standards for each unit based on needs of the clients and 

relevant requirements. 

Phase III: Organizational realignment: 

Staff changes necessary to support new program standards. 
Staff recruitment. 

Phase IV: Training: 

Training to achieve new or existing standards. 
Training in new or existing treatment techniques. 

Phase V: Quality assurance: 

Identification of high priority areas for quality assurance 
audits. 

Implementation of a quality assurance program that utilizes data 
fran µttient/residents, staff and outside fBrsons. 

Consultation by Quality Assurance Officer (who will have access to 
all enployees and records) with the ~ntal Health Bureau Quality 
Assurance Director. 

Coordination of activities by local Quality Assurance Officer in 
accordance with standards and procedures established by the 
Mental Health Bureau Quality Assurance Director. 
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C. EMPLDYEE INVOLVEMENT 

ISSUES AND DISCUSSION 

To achieve goals, an organization's structure must reflect and support 
its basic mission . The mission or "product" of state institutions is a 
successful treatment/habilitation/rehabilitation outcane for individuals 
in those programs. 

Numerous studies have shown that organizational structures which 
encourage anployee carrnent, input and feelings of pride toward the 
final prcx:iuct result in better prcx:iucts, more efficiently produced and 
higher employee satisfaction. Application of this concept to the pro
vision of facility services is \\Orth evaluation . 

ACTION PLAN 

The DFW Residential Facility Division will canplete an evaluation_ of 
ongoing institution efforts to involve all levels of employees in the 
definition and solution of problems and the improvement of facility 
function, such as with the <Ak Terrace quality circle project and the 
Cambridge task force process. Similar projects based on the findings 
will be established in other facilities if the results show they are 
indicated. 
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Personnel· Management 

Personnel and staffing are crucial to the J:Brformance of any function withi n 
the state institutions. Therefore, it is imp:>rtant that a quality assurance 
plan involve the selection, management, developnent and training of hunan 
resources in order that employees can develop and carry out effective treat
ment programs and respond appropriately in difficult situations . 

A. PIBSONNEL SELECTION 

ISSUES AND DISCUSSION 

Procedures used to select and promote employees, and qualifications 
essential to perform direct care duties need to be constantly scruti
nized. A study of the Human Service Technician and Human Ser vice 
Specialist classes has been llllderway and is being implanented . 
A review of the selection procedures and qualifications remai ns. 

ACTION PLAN 

Coordinated by the DIW Personnel Di.rector, the department will work 
with staff from the ~partment of Employee Relations and, when appro
priate, incorp:>rate discussions with employees, exclusive r epresenta
tives of employees and other organizations, in order to canplete: 

1. Implementation of the Human Services Classification Stlrly which 
redefines existing classifications and establishes new classifica
tions which clearly describe the types and levels of \\Ork per
fonned by paraprofessional direct care staff and the skills, 
knowledge and abilities necessary to P3rfonn that \\Ork. 

2. ~velopnent of examinations for piraprofessi onal direct care 
classifications redefined or established as a result of the Human 
Services Classification Study. Examination content will be based 
on those skills, knowledges, and abilities i dent ified as necessar y 
for satisfactory job J:Brfonnance . 
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3. A study of t he feasibility of developing an applicant screening 
process to identify persons whose ·employment history and/or per
sonal characteristics make them unsuitable for µi.tient/resident 
direct care J:X)Sitions . The process will confonn to all validity 
standards and l egal r equiranents . 

B. STAFF SUPERVISION 

ISSUES AND DISCUSS ION 

Type and amount of supervision is an essential consideration. Super
vision of staff providing direct care to µi.tients/residents in the 
institutions varie s i n practi ce . It is timely to initiate a review of 
institution supervisor y practices focused on supervision of direct care 
staff. 

ACTION PLAN 

The Personnel Director will coordinate a department review of the ade
quacy of supervision of direct care staff and make recomnendations to 
the Assistant <nrrmissioner of the Mental Health Bureau and Cnrrmissioner 
of Public Welfare . Assistance will be requested, as needed, from 
institution and central office program staff, staff from the Department 
of Employee Relations and from outside consultants. The study will 
i nclude: 

1. Analysis of the ratio of supervisors to µLraprofessional d i rect 
care staff to det ennine whether the span of control is 
appropriate. 

2. Assessnen t of supervi sor y knowledge, skills and abilities needed 
to provide qual i t y direction and training to i:araprofessional 
direct care staff . 

3. Review and asse ssnent of current supervisory practices and methods 
to discern problem areas needing a plan of corrective action 
developed. 

4. In consultation with the Mental Health Bureau, review of -feder al , 
state and judicial standards and guidelines which establish 
staffing requiranents for state institutions . The review will 
include such docunents as Joint Cbrrmission on Accreditation of 
Hospitals and Accreditation <nuncil for ~ntally Retarded and 
~velopnentally Disabled standards, the Welsch vs . Levine <nnsent 
~cree, Minnesota Health ~p:irtment and Public Welfare llipartment 
licensing standards and other pertinent rules and regulations . 

C. PERSONNEL DEVEWFMENT/TRAINING 

ISSUES AND DISCUSSION 

Employees must develop and carry out effective treatment programs , 
respond appropriately i n difficul t situations and perfonn their jobs 
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skillfully and hunanely. ·A Q.Iality Assurance Plan must provide for 
training and retraining staff in basic skills, and to develop increased 
skill in the ,rErfonnance of assigned job res!X)nsibilities. While 
institutions and anployees currently have training programs and indivi
dual training plans, and sane excellent curricula and courses exist, 
the application of training IX>licy, delivery of training and carmitment 
to training is inconsistent between facilities and between units of a 
facility. 

ACTION PLAN 

The rn:w Personnel Director, with input as appropriate from anployees, 
exclusive representatives of employees and other organizations, and in 
consultation with training staff from the ~~rtment of Employee 
Relations, will continue a review of present training practices and 
recarmend revisions and improvements. The recarmendations will 
include: 

1. If necessary, an updated and revised training plan covering all 
state institution employees, with special attention to direct ser
vice and supervisory employees, and consideration for the training 
needs of volunteers having direct contact with p:l.tients/residents. 
This curriculun will consider content areas of: 

a. Treatment planning and techniques; the individual treatment 
plan and the interdisciplinary team process. 

b. Intervention and containment techniques (for dealing with 
assaultive, uncoo,rErative persons; suicidal ,rErsons; con
fused, disoriented ,rErsons; physically handicapp:rl _rErsons). 

c. Abuse and neglect (policies, definitions, re!X)rting, 
penalties; Vulnerable Adults Act, individual and facility 
abuse prevention plans; Health Facilities Complaints Office; 
local and state procedures and resources). 

d. Rights of clients (Minnesota Corrrnitment Act; Patients Bill of 
Rights; resources available such as advocates, review boards, 
Client Protection Office, etc.). 

e. Living conditions and the "nonnalization" principle. 

f. Corrrnunication and hunan relations skills. 

g • stress managanen t. 

h. Specific procedures to ensure protection of :p9, tients who 
are subject to aversive/deprivation therapy, research and 
involuntary administration of major tranquilizers. 

i. Case managanent and supervision. 

j. Human sexuality. 
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k. Managerial and supervisor training including prevention of 
abuse/neglect and dealing with SUS_IEcted or alleged 
situations, including canplete investigation and reporting 
procedures . 

2. A status report on existing pre- service training programs for 
institution paraprofessional direct care _IErsonnel . The report 
will i ncl ude an evaluati on of each training program in terms of 
cost and impact on quality of care provided to residents and 
patients . 

3. An assessnent of the feasibility of requiring s_IEcific pre-service 
training and education for paraprofessional direct service person
nel prior to regular employment (utilizing the resources of col
leges, canmunity colleges , AVTI's and/or the hiring of this staff 
in the institutions and providing them with a core training 
program befor e _IErmitti ng them to have any direct patient/resident 
contact), taking into consideration costs, staff coverage and 
available positions designated by the legislature. Included in 
any training, among other subjects, will 1:)6i--"~lients' rights, abuse 
prevention, therapeutic intervention, and the characteristics and 
behavior associated with the various disabilities . 

4. Following the assessnent, a report on the fe~sibility of the 
Comnissioner of Public Welfare establishing a policy mandating a 
core t r aining program for dir ect care staff prior to their being 
permitted direct p:1.tient/resident contact . Cbre mandatory 
training will be required system-wide as pre-service training, if 
appropriate , and/or as on- the- job in- service training with addi
tional mandatory training tailored to the different disabilities. 
The minimun employee training program will cover : 

Individual treatment plan 
Abuse and neglect policy 
Rights of clients 
Specific protective mechanisns (aversive/deprivation, 

r esearch; involuntary treatment) 
Therapeutic intervention 

5. The establishment of a schedule of periodic retraining on man
datory subjects . 

6. The developnent of a training program for all resident advocates 
in the state institutions . 

7. A plan to review, evaluate and update training materials on an 
ongoing basis in consultation with appropriate DEW Bureaus, divi
sions and offices . 

8 . The developnent of procedures to monitor canpliance with the 
t raining program and to assess the quality of training . 
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9. An evaluation of available therapeutic intervention and aggression 
managanent curricula, including the Illinois Aggression Managenent 
Training series and the DPW Therapeutic Intervention and Contain
ment course. A report will be pre:pired assessing quality, effec
tiveness and cost of each training program and recannending revision 
of in-house training and/or contracting for services. 

D. INVESTIGATION PROCESS 

ISSUES AND DISCUSSION 

It is managenent's res.{X)nsibility to investigate alleged infractions. 
At present, there are no consistent procedures for institution managers 
and supervisors to follow in making their investigations, nor are there 
guidelines regarding the amount or type of discipline for a particular 
infraction if investigation substantiates an infraction. In :pirticu
lar, there are needs for an investigation process for alleged abuse/ 
neglect of patients/ residents utilizing trained investigators, and for 
guidelines regarding discipline applied for infractions the investiga
tion substantiates. Managenent actions in disciplin'ing employees must 
be fair, consistently applied, and in confonnance with discipline prer
cedures appearing in collective bargaining agreanents, and plans devel
oped by the ~pl.rtment of Employee Relations pursuant to Minnesota 
Statutes §43A.18. Under the provisions of these contracts and plans, 
employees have due process through the grievance procedures. 

ACTION PLAN 

The DFW Personnel Director, in consultation with appropriate ~ntal 
Health Bureau staff and others, will preµtre the following: 

1. A standardized protocol meeting legal and collective bargaining 
agreanent requirements for conducting investigations and prer
tecting the rights of clients and employees during the process. 

2. A training course on investigations developed with the assistance 
of the labor relations and training staff of the ~partment of 
F.mployee Relations. 'Ibis course will be given to those employees 
responsible for investigations. 

3. Guidelines establishing consistent disciplinary actions in cases 
of substantiated abuse or neglect. 

4. In consultation with staff fran the Attorney General's Office, 
identification of data privacy issues and other legal issues as 
they relate to investigations and the availability of the 
resulting data to interested i:arties. 
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E. RESIDENT ACTIONS VS. EMPLOYEE AND VS. arHER RESIDENTS 

ISSUES AND DISCUSSION 

It is managanent's resJX)nsibility to provide a safe envirornnent that 
protects pttients/residents from each other. It is also managenent's 
responsibility to provide as safe a \\Ork environment as is p:>ssible 
considering the circunstances under which employees work with patients/ 
r esidents in the institutions, many of whan may exhibit aggressive 
behavior towards institution staff. 

ACTION PLAN 

The Olief Executive Officers in coordination with the D:IW I-ersonnel 
Director, the Mantal Health Bureau divisions and other appropriate per
sons and bureaus, will recamiend to the Assistant O:mnissioner of 
Mental Health: 

1. A system for reporting, analyzing and developing possible correc
tive action plans regarding client actions towards employees if 
such action results in :r;tiysical hann to the employee. 

2. A system for reporting, analyzing and developing p:,ssible correc
tive action plans regarding alleged client actions toward other 
clients. 
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Welsch v. L·evine 
' Consent Decree Monitoring 

ISSUES AND DISCUSSION 

The Welsch v. Levine Cbnsent Iecree develore<f from a 1972 class action 
suit brought by Richard Welsch in the name of his daughter, Patricia , 
then a resident at Oimbridge State Hospital, on behalf of all persons 
who are mentally retarded and who reside in Minnesota state institu
tions. '!his action culminated in a Cbnsent Iecree entered into by the 
plaintiffs and the State of Minnesota on September 15, 1980. The 
~cree specifies individual rehabilitation programs, minimization of 
certain aversive procedures, minimun staffing levels, and certain 
physical plant changes at each of the state institutions that provide 
services to mentally retarded persons . 

The Cbnsent Iecree incorporates a process whereby any one of a nunber 
of individuals (plaintiffs, plaintiffs' counsel, family members, staff, 
or interested i:arties) may identify to the court monitor i terns or 
actions that may represent non-canpliance with this agreement. 'lhe 
court monitor investigates each such i tern and advises the Iepartment 
and the appropriate Cllief Executive Officer of those items deemed by 
the monitor to constitute non-canpliance. The CEO then establishes a 
plan of correction and notifies the court monitor once the plan has 
been put into effect. 'lhe monitor then detennines if the plan of 
correction has resolved the issue. 

As of Iecember 1982 the court monitor identified a total of 955 items 
of possible non-canpliance involving state hospitals and excluding state
wide issues. Of that nunber 564 have been resolved or corrected, 391 
are outstanding. The state hospitals believe that most of the 
outstanding issues have been corrected but await concurrence of the 
court monitor before counting them resolvoo. 

c.ompliance issues are drawn from paragrap1.s 16 to 104 of the Cbnsent 
~cree. 'lhe greatest nunber of issues cluster around those paragraJjls 
related to individual resident programs of habilitation and behavior 
management. A second major group -of issues deals with admissions, 
discharge and post placanent factors. The third major group of issues 
is related to staffing and the way staff members are listed and counted 
toward the staff-to-resident ratio requirements. 
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When the court monitor is notified of an allegation of non-canpliance, 
copies of that allegation or issue are sent to the ~partment' s coun
sel, the Cbmnissioner (~ntal Retardation Program Division) and the 
appropriate CEO. Currently, this serves as an alert to the facility to 
review the issue and either correct the problem, prepare a response, 
collect appropriate data and docunentation or prepare a plan of correc
tive action, and to respond to the allegation directly to the court 
monitor withi n two weeks . <hpies of the responses are sent to the in
itiator of the allegation and central office staff. The initiator then 
responds to the correspondence from the state hospital, again directing 
the response to the court monitor with copies to the Olief Executive 
Officer and the central office staff . If the monitor determines by his 
review and/or investigation that the facility is out of canpliance as 
alleged, notification of such is sent by him to the Chief Executive 
Officer who is requested to resJX)nd. No resJX)nse is made until 
requested by the court monitor. 

The court monitor reviews those issues identified by the hospitals as 
having been corrected and those requiring resolution at the central 
office level . The latter issues are resolved on a statewide level by 
central office staff . 

ACTION PLAN 

On receipt of the court monitor's listing of presently unresolved 
canpliance issues, the Hesidential Facilities Division will instruct 
each facility to prepar e and send to the division office, within fif
teen \\Orking days, a plan of corrective action, including a timetable, 
related to any issues for which corrective action is not already in 
progress. 

The Bureau of 1Ental Heal th, ~partment of Public Welfare, will create 
the internal capacity to monitor Welsch v. Levine <hnsent ~cree imple
mentation. A canpliance plan will be developed under the direction of 
the ~ntal Retardation Division . This plan will be monitored closely 
through regular progress reviews to assure proactive identification and 
resolution of non- canpliance issues with a view toward strengthening 
program accountability both while the <bnsent ~cree is in effect and 
after it expires . 'Ibis program accountability will be integral to the 
individual service planning process of assessing, planning, implementing, 
and evaluating programs to meet individual needs . 
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Client Protection / Advocacy 

An advocacy program which includes the protection of clients' rights and the 
prevention of abuse and neglect is a i:art of a more canplex quality control 
program. Such a program canbines and integrates effective, mcxlern treatment/ 
habilitation program developnent, suitably qualified and optimally-trained 
employees, effective supervision and administration, coordinated and effi
cient monitoring and accountability for all aspects of the total program. 
As in the case of the other canponents, however, advocacy and prevention of 
abuse require specific attention and independent support to maximize effec
tiveness. 

A. AFFIRMATION OF fOLICY; SUPR)RT 

ISSUES AND DISCUSSION 

Cepartment, Bureau, and institution policies, reinforced by statutes, 
define µttients' rights as essential, and abuse, neglect, and abnonnal 
living conditions as tmdesirable and intolerable. Priorities in 
resources and official attention have largely gone to other areas, a 
trend tmintentionally encouraged by preoccupations with recurring 
bu:lget and staffing reductions, deteriorating physical plants, and 
ju:licial actions. As attention focused on other concerns, the official 
priority given to pltients' rights, abuse, neglect, and related matters 
seemed to fall--not by intent or policy, but by implication or 
inference--from the greater attention given to other things. 

ACTION PLAN 

The Comnissioner has affirmed his and the D3partment's canmitment to 
patients' rights, including the prevention of abuse and · neglect and the 
developnent of an effective, fair process of investigation and correc
tion when abuse or neglect occurs or rights are violated. Such state
ments have been made in legislative hearings and public foruns, and 
will now be conveyed in writing to state hospitals, nursing homes, 
county welfare departments and all facilities licensed by the 
fupartment. 
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Statements of ·intent, no matter how sincere, ultimately lead to cyni
cisn and resistance if not validated by allocation of tangible resources 
and actions consistent with those statements. Therefore resources and 
support will be assigned toward the goal of protecting clients. 

B. R.EroRTING AND INVESTIGATING ABUSE 

DISCUSSION 

Although there are several processes for investigating and reporting 
alleged abuse and neglect, some (such as the Vulnerable Adults Act) are 
relatively recent and involve many levels of government and agencies. 
As a result, a need exists for continuing procedural adjustments, 
definition of agency roles, consistent definitions of abuse/neglect, 
and solutions to problems of getting consistent infonnation to relevant 
persons in a timely fashion. These processes have been complicated by 
legal requirements for confidentiality and privacy at various stages. 
Further, there are parallel processes for investigating allegations of 
abuse from the standpoint of the allega:i victim, while maintaining due 
process under appropriate union contracts for employees accused of 
abuse. Each process has separate steps and requirements for persons 
involved. 

The coordination of these multiple and canplex procedures has improved 
through cooperative efforts by the state hospitals, counties, the 
vulnerable adults staff, licensing staff and the Health Facilities 
OJmplaints Office (aided by DPW rules: 12 MCAR 2.010, Reporting 
Maltreatment of Vulnerable Adults in Licensed Facilities, effective 
January 17, 1983, and 12 MCAR 2.221, Protective Services by local 
Social Services Agencies to Vulnerable Adults, effective April 26, 
1982) . 

A need remains for further improved coordination and developnent of 
reporting, clarification of responsibilities for reviewing and ana
lyzing reports of trends, and for transnittal of analyses to 
appropriate persons with recanmendations for system changes (policies, 
proca:iures, administrative action). 

ACTION PLAN 

The Vulnerable Adults Act (Minnesota Statute 626.557 as amended) pro
vides the structure for reporting and investigating incidents of adult 
abuse and neglect. In 1983, legislation was passed providing the 
structure for re!X)rting and investigating incidents of child abuse and 
neglect. To the extent !X)Ssible, procedures for re!X)rting and investi
gating adult and child abuse and neglect in state facilities will be 
consistent in order to facilitate implementation. 

Staff of the Adult and Volunteer Services Section, Division of Social 
Services, Social Services Bureau is resJX)nsible for developing a 
coordinated system for reporting and investigating reports of alleged 
abuse or neglect of vulnerable adults. Procedures for re!X)rting and 
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investigating alleged abuse and neglect of children are the respon
sibility of the Family and Olildren's Section, Division of Social 
Services. (For both adults and children, the Division of Llcensing has 
a major role in investigation.) Since the majority of persons under 
care in state facilities are adults, the primary leadership role will 
be placed with Adult and Volunteer Services. Several bureaus are 
involved in processes related to abuse and neglect. Reporting, inves
tigation and corrective action responsibilities will be appropriate and 
clearly defined. 

A system designed to report, investigate, coordinate and gather infor
mation, will be developed and include: 

1. The i:articipation and/ or approval of DPN's Residential Facilities 
Division, Quality Assurance Director, Client Protection Office, 
program divisions, Licensing Division, ~dical Director, state 
hospitals, and Family and Children's Section; Minnesota ~inrnnent 
of Health, Health Facilities Complaints Office; and representatives 
from the county, police, and nursing homes. 

2. Folding in or coordinating all other rep:>rting mechanisms, if 
needed, with the statutory provisions and rules of adult and child 
protection, with responsibilities designated for each party 
involved and with duplication of effort minimized or elim~ated. 

3. A written guideline describing internal state facility investiga
tion and reporting of incidents, which is consistent with the 
procedures of county social services, Division of Licensing, 
Office of Health Facility <bmplaints, and law enforcement. 

4. A separate more prescriptive statement of sP3cific resp:>nsibilities 
and actions of state facility administrators that will provide for 
the protection of i:atients/ clients, and describe the process of 
reJX)rting, investigation and resolution of alleged incidents taking 
into account relevant collective bargaining agreements, plans and 
state P3rsonnel rules and procedures. 

5. Recoomendations to the Corrmissioner, and Assistant O:xrrnissioner of 
the ~ntal Health Bureau, for the establishment of and designation 
of members for a DFW team to serve on a standby basis for musual 
instances where an additional investigation of state hospital/ 
nursing home resident abuse/ neglect is requested by the Commis
sioner or Assistant Cbrrmissioner. 

6. Statistics related to occurrences of adult and child abuse and 
neglect in state facilities, extracted from the statewide sta
tistics by the Social Services ~nitoring and Reporting Section, 
forwardoo to the M3ntal Health Bureau Quality Assurance Director 
who will sunmarize the aggregated data and distribute the results 
to the ~ntal Heal th Bureau Division Directors and the Client 
Protection Office. The Quality Assurance Director, Division 

·25-



Directors, and Client Protection Office will make recam1endations 
for necessary corrective action to the Assistant Commissioner of 
the M3ntal Health Bureau . 

7. Identification of any problems which might interfere with the 
developnent of a single coordinated system (data privacy, inter
agency or inter- bureau jurisdictional issues, legal issues) and 
r ecarrnendations for solut ions to those pr oblems (statutory 
changes, in teragency negotiations, pol icy changes, etc. ) • 

A system for reporting, analyzing, and developing possible corrective action 
plans regarding client actions against other clients or against employees, 
will be developed by the Olief Executive Officers and others (Personnel 
Managanent, page 20). 

C. ASSIGNMENT OF HOOPITAL ADVOCATES 

ISSUES AND DISCUSSION 

Each employee' s job requires that he/ she serve as an advocate for the 
client. However, each employee's background, persrective and training 
varies, and concentration on the professional/technical skills and 
tasks of each job does not ordinarily add up to adequate representation 
of the client's position in all aspects . Therefore, persons knowledge
able about the requirements for clients' rights and assigned exclusively 
in that area--advocates-- are essential to an effective program. 

To date, hospital advocates have been appointed by and are resp:msible 
to the hospital Chief Executive Officer . 'Ibis arrangement has had some 
advantages. In SJme cases, the advocate is more likely to be perceived 
by staff as "one of us" rather than "one of them" and is therefore in a 
better position to negotiate irrmediate preventive or corrective action. 
On the other hand, some advocates can be disadvantaged if they are per
cei ved as pirt of the hospital administration, thus :[X)tentially creating 
sane reluctance for lower- echelon employees to be frank about hospital 
or client problems . Q:mversely, it is harder for sane advocates to 
vigorously press some issues which are unpopular or difficult or criti
cal of the hospital administration . 

The question of "loyalty" or "troublemaking", or even an implied or 
felt threat against an advocate is not unknown, though most CE03 
understand that an effective advocate not only helps individual 
clients, but prevents problems, keeps the hospital out of trouble, and 
helps create conditions and a climate in which clients are more likely 
to respond to treatment. The effectiveness of the advocate is in 
large measure dependent upon the attitude and support of the CEO, as 
well as on the advocate's own strengths and skills . 

In recent years there has been increasing concern over the potential 
and actual constraints and conflicts of interest such an arrangement 
places on the advocate's effectiveness, and the difficult position in 
which this places both the advocate and· the CEO. Therefore, there have 
been proposals to assign the advocates either outside the fuplrtment 
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(totally external to the system) or outside the hospital but within the 
~partment (external to the hospital but within the system). 
Preferring an assignment outside the ~partment , the Mental Heal th 
Association of Minnesota, the Minnesota Association for Retarded 
Citizens, and the ~ntal Health Advocates Cbalition have taken the 
position that advocates' supervision should be external to the facilit y 
itself. 

ACTION PLAN 

Direct supervision of hospital advocates will be transferred to the 
Mental Health Bureau and the Client Protection Office will review and 
revise advocates' job descriptions in order to anphasize a strong 
proactive role in protecting clients' rights and preventing abuse and 
neglect. CEOs will continue to provide structural support and problem
solving skills to assist supervising an effective advocacy program. 

Effective results from this action will occur only if the Client 
Protection Office has additional resources to provide the necessary 
supervision, administrative support, and instruction to advocates, all 
of which are now provided by the CECB and various hospital offices 
through the hospital budgets. 'Ille advocates' wide geographic distribu
tion provides some special supervisory difficulties, and some relaxa
tion of travel restrictions will be necessary. '!he Mantal Health Bureau 
will provide internal and external resources to support this effort. 

D. REDIRECTION OF EXISTING MECHANISMS 

ISSUES AND DISCUSSION 

Some bodies are established for a variety of purposes of which clients' 
rights and abuse prevention are only part. rbwever, it may be p:>ssibl e 
to increase their attention to clients' rights and abuse prevention and 
to stimulate a more proactive stance. 

ACTION PLAN 

1. '!he Madical Director and the ~dical Policy Directional Cbmnittee 
on Manta! Health will develop ways in which the Carmittee can sup
port canponents of the quality assurance plan related to treat
ment, standards, professional training, facility environment, 
clients' rights, and abuse prevention. The Cbrrrnittee will con
tinue to schedule a periodic detailed review of all instituti onal 
deaths, and an annual detailed review of advocacy programs, 
clients' rights, and client abuse and neglect. 

2. The ~ntal Heal th Bureau will instruct each hospital review board 
to review how it presently functions and consider ways in which it 
can contribute more in the areas described above. The Client 
Protection Office will meet with each review board at an early 
regular meeting to identify specific areas and training needs . 
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3. A pro,IX)sed Rule 40 regulating the use of aversive/deprivation pro
cedures is nearing canpletion by the M3ntal Retardation Division 
assisted by a task force with outside members. 

a. The pro,IX)sed rule includes specific monitoring and follow-up 
requiranents to assure that no aversive/deprivation tech
niques are used apart from the provisions of the rule, that 
the rule's standards are adhered to in all stages of treat
ment (not just in the initial approval stage), and that abuse 
or misuse of the procedures are dealt with. 

b. The ~ntal Illness and Chemical Dependency Divisions will 
develop the same or similar procedures or guidelines for 
their clients in state facilities for whom aversive/depri
vation procedures are pro,IX)sed as pirt of a trea 1men t plan. 
They will begin this process inmediately by reviewing present 
procedures and the work of the M2ntal Retardation Division 
task force on Rule 40. 

c. The Residential Facilities Division will review the adequacy 
of facility aversive/deprivation procedures and carmittees 
according to present ,IX)licies and standards. In a timely 
manner, after the program divisions have developed their 
aversive/deprivation procedures as recarmended above, and 
with the consultation and/or approval of the program divi
sions and the Client Protection Office, the Residential 
Facilities Division will see that each facility's written 
policies and procedures are revised in accordance with the 
new rules or procedures. 

4. The Residential Facilities Division will instruct quality assurance 
personnel to include in their studies the adequacy of protection 
of clients' rights and prevention of abuse and neglect. 

E. fficx:iRAM REVIEWS: CLIENTS' RIGHTS AND ABUSE PREVENTION 

ISSUES AND DISCUSSION 

The best ,IX)licies and procedures are likely to be weak or useless 
without inspection and audit capability. This capability has on the 
whole been reduced over the past years, with increased dependence being 
placed on mechanisns such as licensing reviews and accreditation sur
veys by the Joint Conmission on Accreditation of Hospitals or the 
Accreditation Cbuncil for Mentally Retarded and Developnentally 
Disabled. Internal program audits which have been used (for example, 
Chemical Dependency program audits by a team of members from the Client 
Protection Office and the Chemical Dependency, Residential Facilities, 
and Licensing Divisions) have successfully detected problems and 
improved treatment programs. 

ACTION PLAN 

It is proposed elsewhere in this report (page 12) that program reviews 
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be established. The following will be included in the charge of any 
program review teams which may be established: 

1. ~tennine conditions (environmental, procedural, attitudinal) 
which may lead to disturbance , abuse or neglect, or other rights 
violation. 

2. ~tennine effectiveness of facility abuse/neglect prevention, 
rep:>rting, and corrective action. 

3. ~tennine effectiveness of facility efforts on behalf of clients' 
rights . 

4. Recanmend improvements for protecting clients' rights and pre
venting abuse and neglect. 

F. CONSUMER (PUBLIC) OBSERVATIONS 

ISSUES AND DISCUSSION 

Consuners and the public (relatives, visitors, clients) are encouraged 
to discuss hospital conditions and treaunent with the hospital and D:EW 
staff. However, there is no systematic record of such observations, 
and some may find it inconvenient, embarrassing, or intimidating to 
consult with the staff or the fi3p:Lrtment. 

ACTION PLAN 

Elsewhere in this report (pages 33-34) is a description of a concise 
consuner (public) input fonn that will be initiated. This fonn will 
include items relating to attitudes, living conditions, and handling of 
clients. 

G. STAFF TRAINING: CLIENTS' RIGHTS AND ABUSE PREVENTION 

ISSUES AND DISCUSSION 

Training about clients' rights and abuse/neglect prevention occurs in 
state facilities, but timing, consistency, and content varies. 

ACTION PLAN 

A previous section of this report describes an action plan for training 
in the areas covered by this rep:>rt. Included in that section are 
plans for training that will cover clients' rights and prevention of 
abuse and neglect (pages 17-18). 
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Financial Management 
It is a basic administr ative r equirement that all funds and accounts be 
managed in such a way that t hey are used for the purp)ses in tended and are 
fully accounted for at all times. Because the primary purp)se of the insti 
tution and its money i s t o provide programs, any inadequate financial manage
ment which might occur would likely have an adverse effect on the resources 
available for t r ea tment programs. 

ISSUES AND DISCUSSION 
; 

In early 1982, the Accounting Officer at Anoka State Hospital rep)rted to 
the Cllief Executive Officer that he suspected discrei:ancies in the 
facility' s Social Welfare accotmt. The CEO promptly rep)rted these suspi
cions to the legislati ve Auditor, who irrmediately ordered a full investiga
tion. This investi gati on disclosed a cash shortage of at least $29,000. 
Legal action is pend1ng as a result of this shortage. 

The CECs of the r emaini ng facilities were advised to review their own proce
dures for handling cash i n t he various Social Welfare accounts . As a result 
of this internal r eview, t he CEO at Cambridge State Hospital also reported a 
suspected cash shortage to the legislative Auditor. A final rep)rt on an 
audit there discl osed a cash shortage of at least $24,000. legal action is 
pending at this facility also. 

Joint Conmission on Accreditation of Hospital surveys occurring over the 
past several mont hs have reported that state hospitals and nursing homes 
have not been r egularl y audited, in some cases not since the mid-1970's. 
The Residential Facil ities Division has repeatedly requested of both the 
Legislati ve Auditor ' s Office and the Fiscal Audit Di.vision that a full 
annual fiscal audit be conducted of each state institution, and audits are 
now in progr ess . 

ACTION PLAN 

During the l ast quarter of 1982, the Residential Facilities Di.vision 
assigned the CEO from the former State Hospital at Rochester to visit each 
state hospital and state nursing home to review all appropriate accounting 
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procedures and determine if the procedures followed at Anoka and Ounbridge 
i n the Social Welfare accounts were in use elsewhere. Faribault State 
Hospital was also found to have only one person administering p:>rtions of 
the Social Welfare account. Procedures at Faribault were immediately 
changed to require a minimun of two persons to be involved in any financial 
process or procooure dealing with cash. 

Beginning February 1983, the Legislative Auditor ordered full audits of 
Social Welfare accounts at Brainerd, Faribault, Fergus Falls, St. Peter and 
Willmar state Hospitals. Following receipt of the result of these audits, 
an implementation plan will be submitted to correct any deficiencies noted 
or recarmendations made. 

The ~pi,rtment will request that the Legislative Auditor include audits of 
Moose lake State Hospital, and the Ah-Gwah-Ching and Cak Terrace Nursing 
Homes in the present review. 

The ~partment will request that a biennial audit of each state institution 
be accanplished. 

The results of the Legislative Auditor's report and recarmendations will be 
incorporated into this Quality Assurance Plan when available. 
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Quality Assurance 
and Program Management 

Treatment programs are not static. They evolve and change with changing 
needs and conditions of clients , with the developnent of new techniques, 
and with the skills and resources of treatment and administrative personnel. 
Change occurs positively under a constantly adjusting, renewing program 
plan. I:€trimental effects can happen if positive program growth does not 
occur when needed or if there is slippage in the implenentation of a good 
plan. 

It is important, therefore, that treatment programs are accanpanied by pro
visions through which the st~ tus of each program is known in terms of its 
current appropriateness for the individual client, the extent to which it 
represents current professional knowledge and practice, the degree to which 
it is implemented, and whether it is effective in achieving the client's 
treatment/ habilitation goals and the goals of the facility and the Mental 
Health Bureau. These elements are necessary in order to make any needed 
programnatic, administrati ve or resource adjustments. 1bis process--quality 
assurance--is a necessary management and treatment tool. 

A. SYSTEMATIC CONSUMER INPUT 

ISSUES AND DISCUSSION 

The state institutions have programs already in place which assure more 
protections of hunan rights than are available in most other settings. 
Sensitive and caring staff members, conscientious advocates and dedi
cated outside review boards have all contributed toward making state 
hospitals hunane and effective treatment environments. 

But it is more difficult to maintain and assure quality services for 
persons in state operated facilities than in .many other types of health 
care settings. A large percentage of the patients/residents in these 
institutions are oo severely handicapped that they can neither judge 
whether they are getting quality services nor be in a position to advo
cate for themselves. 
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Many state hospital patients/residents are profoundly dependent upon 
the system in which they live. They suffer fran serious mental defi
cits which impair their ability to cope with the world around them. 
They often lack a strong network of interested family and friends out
side the hospital, and their lack of financial resources deprives them 
of "consuner clout" that is found elsewhere in a canpeti tive econanic 
system. In the best of circunstances this kind of dependency diminishes 
their ability to challenge the service being provided . These patients/ 
residents are not able, by themselves, to provide the usual consuner 
pressures that motivate continual change and improvement. 

Even where there are interested outsiders--relatives or fr iends who 
visit often and try to be ~elpful--it is difficult for t hese people to 
judge whether their loved ones are receiving effective t r eatment, ade
quate physical care, or are being neglected. These out siders need 
assistance in becaning educated observers and effective spokespersons. 

They need basic information and a simple, objective instrunent for 
recording their observations and reporting them to central administra
tion. 

ACTION PLAN 

Part of the Iepartment's quality assurance program will i nvolve the 
systematic use of consuner input both fran patients/ residents and fran 
outsiders such as family, friends, visitors, volunteers and county 
workers. It will involve the developnent of simple checklists which 
can be filled out by persons having direct contact with pat ients/ 
residents in state facilities . Items to be considered for inclusion, 
depending on accessibility of the information to the r espondent, may 
include: 

1. Indication of any perceived abuse or neglect. 

2. Verification that a written individual program plan is i n the 
client's chart . 

3. Evidence that the staff is carrying out the treatment program as 
written and updating the plan as needed. 

4. Observations about the patient/resident's progress t owar d treat
ment goals. 

5. Corrrnents about the adequacy of physical care . 

6. Corrrnents and observations about staff members' attitudes, 
interests and general knowledge about patients/ r esi dents on the 
unit. 

7. Ratings of the attractiveness and general atmospher e in the units. 
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Implementation of this external quality assurance program will require: 

1. Identifying whose observations should be sought and selecting con
tents appropriate for each type of observer/consuner. 

2. lliterm_ining how data is to be analyzed and used for identifying 
strong and weak points in the service system. 

3. lliveloping a form or forms that can be accurately and easily 
filled out by the individuals whose observations are sought . 

4 . lliveloping a procedure by which the checklist is made available or 
distributed to relevant persons and collected for -analysis . 

5. lliveloping an in-service education program for state hospital and 
central office staffs to acquaint them with this part of the 
quality assurance program. 

6. lliveloping an instructions pickage for persons who will be f illing 
out the questionnaires. 

B. FACILITY INCIDENI' CONTROL Ca.tMITTEE 

ISSUES AND DISCUSSION 

At the present time, a nunber of administrative mechanisms exist for 
reix>rting, investigating, and taking corrective action when incidents 
or accidents occur at the institutions. Preventive measures are also 
initiated through existing campus safety, infection control, phannacy 
and therapeutics, and quality assurance canmittees. Suggestions from 
many sources, including advocates, review boards, licensing consult
ants, fire marshals, Health llipirtment officials, and Accreditation 
Council for ~ntally Retarded and llivelopnentally Disabled and Joint 
Canmission on Accreditation of Hospitals surveyors are also resix>nded 
to and acted upon through established administrative channels. 
Minnesota's vulnerable adults and children legislation requires treat
ment and prevention planning to protect handicapped persons and this 
has been implemented in the state institutions. 

However, a need still exists at most institutions to take stronger 
pr oactive measures to anticipate and avoid serious hazards that might 
a ffect pitients/residents or that might lead to abuse or neglec t of 
pati ents/residents by employees or abuse of employees by pati ents/ 
residents. 

ACTION PLAN 

Each i nstitution will establish an incident control carrnittee or ass i gn 
t he following incident control canmittee functions to an existing can
mit t ee with appropriate membership: to collect and analyze data 
relati ng to serious or ix>tentially serious incidents (accidents , 
suicide attempts, staff and resident abuse, neglect) and identi fy 
situations which !X)Se a hazard to pltients/residents or to staf f . 
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This canmittee will make recarmendations directly to the Cllief Execu
tive Officer and copies of their meeting minutes will be available for 
inspection by the central office quality assurance staff . '!he incident 
control canmittee will make recamiendations about staff training, 
staffing standards, supervisory and monitoring activities and other 
relevant preventive measures. 

The CEO will submit a quarterly report to the Comnissioner stmnarizing 
the data, analyses, recarmendations of the carmittee, and actions 
taken . 

C. FEDERAL AND STATE LICENSING, CERTIFICATION AND ACCREDITATION 

ISSUES AND DISCUSSION 

Present DI:w policy requires all state operated facilities to meet 
Minnesota I:ep:trtment of Heal th and mw program licensure standards, 
fire marshal and life safety codes, and federal !CF- MR certification. 
In addition, most of these facilities are also accredited through JCAH 
or ACMRDD. Through these licensing, certifying and accrediting 
progrruns, state institution standards have been continually improved. 

ACTION PLAN 

DEW will continue its present policy of requiring that all facilities 
seek to meet applicable national and state standards for residential 
mental health, mental retardation, and chemical dependency programs. 

D. ONGOING EXTERNAL REVIEW: QJALITY ASSURANCE OFFICER 

ISSUES AND DISCUSSION 

For ~ntal Illness and Cllemical I:ependency facilities , quality 
assurance programs are already part of the institutions' administrative 
structures and Mental Retardation facilities are now developing such 
programs. However, the fonnat of these Quality Assurance cannittees 
varies from institution to institution and there have been no require
ments for standardized procedures or required audit areas . . 'Ihis 
approach has allowed each institution to address local treatment issues 
judged to be of highest priority, but at the expense of consistency of 
procedures used . 

There is no routine DPW monitoring of state institution Quality 
Assurance carmittees. Current review of Qlality Assurance canmittees 
occurs through JCAH, ACMRDD, and licensing or certifying agencies 
during their survey visits . 

There is a need for improved capability and specifically designated 
responsibility to plan, develop, implenent, and coordinate quality 
assurance IX>licies, procedures and activities of the Mental Health 
Bureau in order to assure high quality treatment and habilitation 
programs in an abuse- free setting. 
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ACTION Pl.AN 

The M3ntal Health Bureau will establish a position of Quality Assurance 
Director. 'Ibis r.erson will be responsible for monitoring the quality 
assurance system and quality assurance functions throughout the state 
system, and providing technical assistance to state institutions. 

E. RESEARCH AND EVALUATION 

ISSUES AND DISCUSSION 

Research and evaluation activities improve institution treatment pr~ 
grams in two ways. 'Ibey provide an organized body of scientific know
ledge and stimulate an atmosphere of scientific inquiry and disciplined 
methodology within the staff at large. 

Legislative financial support for state institution research programs 
was tenninated several years ago. C.Onsequently, very few mental heal th 
research projects have been canpleted recently. llipending upon the 
availability of professional staff and other resources, some institu
tions have developed and carried out program evaluation and research 
stu:lies. '!be ~ntal Health Bureau program offices have also initiated 
several follow-up and outcane studies. 

In order for the llii;x:trtment to have adequate infonnation about treat
ment effectiveness and outcane, new resources for underwriting research 
and evaluation will have to be identified, either by reassigning pre
sent staff or locating additional funding sources. 

ACTION PLAN 

The llii;x:trtment, with representatives fran the ~ntal Health Bureau 
program offices, the state institutions and the ~ical 1-0licy Corrmit
tee, along with the DEW M3dical Director and other approriate r.ersons 
or units, will fonn a task force to develop a JX)Sition par.er on mental 
health research. 'Ibis par.er will be submitted to the Cbmnissioner, 
will describe research and evaluation activities currently underway in 
the state system, and will recarmend additional steps that should be 
taken in research and/or evaluation. 

F. INSTITllrIONS MANUAL REVIEW 

ISSUES AND DISCUSSION 

The Institutions Manual provides a fonnal description of JX)licies and 
procedures which have been enacted to carry out significant institu
tional activities. Cllanges such as those described in this quality 
assurance plan will require cpanges or additions to the Manual. 

ACTION PLAN 

The ~ntal Health Bureau will r eview and update the Institutions Manual 
in all areas related to quality assurance. 
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D,epartment 
of Public 
Welfare 
State of 
Minnesota 

Centennial Office Building 
658 Cedar Street 
St Paul. Minnesota 55155 

fact sheet 

QUALITY ASSURANCE PLAN IMPLEMENTATION PROGRAM 

This outlines the steps involved in implementing the Quality Assurance Plan and 
notes the DPW unit responsible for each action. Tentative implementation dates 
for each action have been determined by the Mental Health Bureau but are not 
included, being subject to revision as a result of possible strikes, hiring or 
travel freezes, competing demands for simultaneous access to scarce resources, 
and other situations or circumstances unforseen or not controlled by the Mental 
Health Bureau or the Department of Public Welfare. 

Page 

12; 
28-29 

Res2onsible Unit 

Program Divisions 

Action 

Conduct program reviews (each program reviewed at least bien
nially). Plan and schedule for each review to be developed by 
each program division. 

12 

12 

12 

12 

12 

12 

13 

Program Divisions 

Program Divisions 

Program Divisions 

Program Divisions 

Program Divisions 

Mental Health Bureau 
and institution 
managers. 

Institutions, with 
Program Divisions 

Schedule regular meetings of institution program directors. 
Schedule of meetings to be submitted by each program division. 

Regular consultant visits to institutions by program experts; 
consultants meet regularly with Chief Executive Officers, 
Medical Directors and other relevant treatment staff about 
new treatment programs. Schedule of visits to be submitted 
by each program division. 

Assure institution staff access to current professional 
literature, and allow opportunities to attend professional 
seminars relating to quality assurance. 

Expand student placement training programs. Determine and 
define placement possibilities, advising colleges and program 
directors of available placements. 

Maintain compliance with current program rules and standards. 

Program development and maintenance, and management of Quality 
Assurance Plan to be used as a performance indicator for CEOs 
and their management staff. 

Multi-phase review and organizational adjustment: 

I Designation of facility Quality Assurance Officer 
II Care standards for each disability group based on 

program rule~. 
III Organizational realignment 

IV Training 
V Quality Assurance, including priority identifica

tions; implementation of program using data from 
clients, staff, and outside persons; and coordination 
with MHB Quality Assurance Director. 

Institutions to submit a schedule for each phase for each 
program. 

(more) 



Implementation Program 
Page 2 

Page 

14 

15 

15 

16 

16 

16 

17-18 

18 

18 

18 

18 

18 

18 

Responsible Unit _A_c_t_io_n _________________________ _ 

Residential Facilities Evaluate ongoing efforts at employee involvement in~improvin9 
Division facility functions. Establish evaluation criteria,-.-s'-'bmit 

report, and apply techniques to other facilities if~positive 
results are shown. Schedule and plan to be proposed. as indi
cated by evaluation. 

DPW, coordinated by Implement Human Services Classification Study concerning 
Personnel Director, 
et al 

DPW, coordinated by 

Personnel Director, 
et al 

DPW, coordinated by 
Personnel Director, 
et al 

DPW, coordinated by 
Personnel Director 

DPW, coordinated by 
Personnel Director 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW, Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

paraprofessional direct care staff. 

Develop examinations for paraprofessional direct care classi
fications in accordance with results of Human Services 
Classification Study. 

Study feasibility of an applicant screening process to iden
tify persons whose employment history or personal character
istics make them unsuitable for direct care positions. 

Review adequacy of supervision of direct care staff; make 
recommendations to Assistant Commissioner (staff ratios, 
knowledge and skills needed to train direct care staff, pre
sent practices and problem areas). 

Review of federal, state, and judicial standards and guide
lines which establish staffing requirements. 

Update and revise training plan for all institution employees, 
considering 11 content areas specified in Quality Assurance Plan. 

Status report on impact and cost of existing pre-service train
ing programs for paraprofessional direct service personnel. 

Assessment of feasibility of requiring specific pre-service 
training before hiring, and/or after hiring but before direct 
client contact. 

Report on feasibility of mandating core training for direct 
care staff before direct client contact (required as pre
service training if appropriate and/or as on-the-job in
service training with additional mandatory training tailored 
to the different disabilities). 

Establish a schedule of periodic retraining on mandatory 
subjects. 

Develop training program for all institution advocates. 

Develop plan to review, evaluate, and update training mater
ials; and procedures to monitor compliance with training 
program and assess quality of training. 
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Implementation Program 
Page 3 

Page 

19 

19 

19 

19 

19 

20 

20 

22 

22 

23 

24 

24-26 

Reseonsible Unit 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, et al 

DPW Personnel 
Director, with 
Attorney General 
consultation, et al 

Chief Executive 
Officers, et al 

Chief Executive 
Officers, et al 

Mental Retardation 
Division 

Residential Facilities 
Division 

Commissioner 

Assistant Commissioner 
Mental Health Bureau 

Adult and Volunteer 
Services Section, 
Division of Social 
Services (coordinating 
with specified others) 

Action 

Evaluate and make recommendations about effectiveneifs and 
costs of available therapeutic intervention and agg~ession 
management curricula. 

Prepare standardized protocol for investigating abuse/neglect, 
meeting legal and collective bargaining agreements while 
protecting the rights of clients and employees. 

Develop training course on investigation of abuse/neglect 
for relevant employees. 

Develop guidelines establishing consistent disciplinary 
actions in cases of substantiated abuse/neglect. 

Identify data privacy issues and other legal issues related 
to abuse/neglect investigations and availability of resulting 
data. 

Recommend to the Assistant Commissioner a system for reporting, 
analyzing, and developing corrective action plans regarding 
client actions toward employees if such actions result in 
physical harm to an employee. 

Recommend to the Assistant Commissioner a system for report
ing, analyzing, and developing corrective action plans 
regarding alleged client actions toward other clients. 

Prepare and monitor Welsch v. Levine consent decree 
compliance plan; integrate with individual service planning 
process. 

For Welsch v. Levine consent decree compliance, instruct facil
ities to send corrective action plan within 15 days of listing 
by court monitor. 

Re-affirm advocacy as high priority. 

Assign resources for protecting clients. 

Develop coordinated system to report and investigate allega
tions of abuse/neglect, consistent with provisions of adult 
and child protection statutues and rules; designate specific 
responsibilities; prepare written guidelines for internal state 
facility investigation and reporting of incidents, consistent 
with procedures of licensing, counties, law enforcement, 
Office of Health Facilities Complaints. 

(more) 
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25-26 

26 

27 

27 

27 

27 

27 

27 

28 

28 

28 

28 

Reseonsible Unit 

Adult and Volunteer 
Services Section, 
et al 

Social Service 
Monitoring and 
Reporting Section 

Quality Assurance 
Director 

Quality Assurance 
Director, division 
directors, Client 
Protection Officer 

Mental Health Bureau 

Client Protection 
Office 

Mental Health Bureau 

DPW Medical Director, 
Medical Policy 
Directional Committee 

DPW Medical Director, 
Medical Policy 
Directional Committee 

Mental Health Bureau; 
Client Protection 
Office 

Mental Retardation 
Division 

Mental Illness and 
Chemical Dependency 
Program Divisions 

Residential Facilities 
Divisfon 

Residential Facilities 
Division 

Action 

Recommendations for Designation of standby DPW team to inves
tigate unusual instances where additional investiga~ion is ~ 
requested by Commissioner, or by the Assistant Commissioner 
for the Mental Health Bureau. 

Extraction of state facilities abuse/neglect statistics from 
statewide data, forwarded to Mental Health Bureau Quality 
Assurance Director. 

Summarize abuse/neglect data from Social Services Monitoring 
and Reporting Section; forward to Mental Health Bureau divi
sion directors and Client Protection Office. 

Review summary of abuse/neglect data; recommend corrective 
action to Mental Health Bureau Assistant Commissioner. 

Hospital advocates assigned to Mental Health Bureau. 

Revise advocates' job description to include a strong pro
active role. 

Provide internal and external resources to support Client 
Protection Office and supervision of advocates. 

Develop ways to support elements of the quality assurance 
process related to treatment, standards, professional train
ing, facility environment, rights, and abuse prevention. 

Continue periodic review of deaths, advocacy, abuse/neglect 
es scheduled. 

Instruct review boards to review present functions, identify 
training needs, and consider a more proactive role; begin 
meetings with review boards. 

MR Rule 40 draft to include follow-up and prevention of abuse 
and misuse of aversive/deprivation procedures. 

Establish procedures or guidelines for controlling use of 
aversive/deprivation procedures for mentally ill end chemical
ly dependent clients; present procedures to be reviewed and 
Mental Retardation Division to be consulted about Rule 40. 

Review present procedures for controlling use of aversive/ 
deprivation procedures. 

After new aversive/deprivation procedures are prepared by 
program divisions, see that facilities' written policies and 
procedures are revised if necessary. 

(more) 
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34-35 

35-36 

36 

37 

37 

37 

Responsible Unit _A_c_t_i~on _________________________ _ 

Residential Facilities Instruct quality assurance personnel to include studfes of 
Division adequacy of protection of clients rights and preventi~n of 

abuse/neglect. 

DPW; Mental Health Submit correction plan for any deficiencies which may be 
Health Bureau reported by audits of Social Welfare accounts of the 

Brainerd, Faribult, Fergus Falls, St. Peter, and Willmar 
State Hospitals. 

DPW; Mental Health Request Legislative Auditor to audit Social Welfare accounts 
Bureau for those facilities not yet audited (Moose Lake State Hospi

tal, Oak Terrace, Ah-Gwah-Ching), and to audit each institu
tion biennually. 

Residential Facilities Incorporate Legislative Auditor's report and recommendations 
Division into the Quality Assurance Plan. 

Program Divisions, Develop and implement check list and procedures for recording 
with Residential and evaluating observations by clients' relatives, and others. 
Facilities Division 
and Client Protection 
Office 

Chief Executive 
Officers 

DPW; Mental Health 
Bureau Residential 
Facilities Division 

Mental Health Bureau 

DPW, et al 

DPW, et al 

Establish Incident Control Committees, or assign functions to 
existing committees, charged with producing quarterly reports 
to Commissioner summarizing data, analyses, recommendations 
and action taken. 

Continue policy requiring that all facilities seek to meet 
applicable national and state standards for licensure, certi
fication, and accreditation. 

Establish position of Mental Health Bureau Quality Assurance 
Director. 

Form task force to develop position paper on mental health 
research, describing current activities and needed actions. 

Review and update Institution's Manual in all areas related 
to quality assurance. 
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